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A Fedaral Monitoring Survey was conducted at Madison Rehabllitation and Nursing dees not
the facility 9/22-25/14. The facilily was not in believe and does nol admit that any deficiencies
substantial compliance with Medicare/Medicaid existed either before, during or after the survey.
regulations al 42.CFR 483, Subpart The Facility reserves all rights to contest the
8-Requirements for L.ong Term Care Faciliies. survey findings through informal dispute
The fotiowing deficlencies resulted in the facility's resolution, formal appeal proceedings or any
non-compliance. The census was 48, adrministrative or legal proceedings, This plan
F 167 | 483.10()(1) RIGHT TO SURVEY RESULTS - E 167 of correction i3 not moant to establish any
8= | READILY ACCESSIBLE standard of care, contract obligation or position -
and the Facilily reserves alf righis to raise all
A resident has the right to examine the results of possible contentions and defenses in any type of
the mast recent survay of the facility contiucted by civil or criminal ¢lain, action or proceeding.
Faderal or State surveyors and any plan of Nothing contained in this plan of correetion
correction in effect with respeat to the facility. should be considered as a waiver ol any
potentiully applicable Peer Review, Quality
The facifity must make the results avallable for Assurance or self critical examination privilege
exarnination and must gost in a place readily which the Facility does not waive and reserves
accassible to Tesidents and must post a notice af the right {o assert in ony administative, oivil or
thair avaiiability. critninal clairs, action or proceeding. The
Facility offers its response, credible alicgations
of compliance and plan of corretion o8 part of
its ongoing efforts to provide quality of care to
This REQUIREMENT s net met as evidenced residents.
by:
Based on observations, tesident and staff
interviews, the facility failed {o ensure that the
iocation of the survey resulls report was made
avaiiabie to al residents (Resident #2).
Additionally, there was o sign posted regarding
tha avallability or locstion of the most recent
aurvay results.
The findings Lnclude:
During entrance on $22/14 at 1 p.m.. twas
notad that the most recant survey repott was
|ocaed on the wall in the maln lobby of the fadlity.
TiE (X8 BATE

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATLIRE

Any deficienty statament ending with an aatntisk {4 denotes o daticdency which the inatilubon may ba oxeusad from comscting providing it ia dtamminad that
etivor gafoguards provida sufficient protection to the patianta. (Sea instructions.} Except for rrursing homas, {ha fingings s
faliowing tha dale of survey whether or nal a pinn of cofrectian is provided. Fer nursing homes, e above findings and plone ot o e canirurod
days foliowing the date these documaonis are made aveilablo to the faclty. | deficiontiss ord cited, an appeeved pian of coeetion la ragqut con

program gasticipation.
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F DOO | INFTIAL COMMENTS F 000 Disclaimer: 1'
A Federal Monitoring Survey was conducted at Madison Rehabilitation and Nursing dees not

the facllity 9/22-25/14. The fadlily was netin believe and does not admnit that any deficiencies
substantial compliance with Medicare/Medicaid cxisted either before, during or afler the survey,
raguiations at 42.CFR 483, Subpart The Facility reserves all rights to contest the
B-Requirements for Long Term Care Facilities, survey findings twough informal dispute
The following deficiencies resuited in the facility's regolution, formal appeal proccedings ar any
non-compliance. The census was 48, administrative or legal proceedings. This plan
F 167 | 483.10{g){1) RIGHT TO SURVEY RESULTS - F 467 of correction is not mean! to cstablish any

§8=C | READILY ACCESSIBLE standard of care, contract obligalion or position .

~end the Facility reserves all rights to raise off

A resident has the right to examine the results of possible conientions and defenses in any type of
the most recent survey of the facllity conducted by civil ar criminal ¢laim, action or proceeding,
Federa! or Stata surveyors and eny plan of Nothing contained in this plan of correction
correction in effect with respect to the facility. should be considered as a waiver of any
potentinlly spplicable Peer Review, Quality
The facility must make the results evailable for Assurance or self critical examination privilege
examination and must post in a place readily which the Facility does not waive and reserves
accassiple to residents and must post a notice of the right to assert in any administrative, civil or
{heir availabfity. criminal clnim, action or proceeding. The

Facility offers its response, credible allegations
of compiianco and plan of comection as part of
its ongaing efforts to provide quality of care {o
This REQUIREMENT is not met as evidenced residents. _
by:

gased on observations, resident and staff
Interviews, {he facilily failed to ensura that the
location of the survey results raport was made
avallable {o all residents (Rasident #2).
Additionally, there was no sign posted regarding
the svailabliity or location of the mos! recenl
survey rosulls.

The findings Includa:
During antrance on 9/22/14 at 1 p.m., § was

noted that the most recent survey repon was
locaed on the wall in the main lobby of the fadlity.

e} CATE
L ABOMATORY GIRECTOR'S DR PROVIDER/BUPPLIER REPRESENTATIVE'S BIGNATURE ITLE

ich B inatislion may be excused from corecling prviding It 3 detarmined that

olher provitie b discioaatio 90 days
pguands iha sufficiant protection to the patients . (See insyuctions.) Eveent for nursing homas, the findings statod abave ore
rallwdﬁmedmdmveyvmdheromola planof:umcﬁmispmidni anw&mhanm,hamm:mandplmsofwm?,g:do@m 14
days foflowing the dirie these documonts are made availabla ko the factity. it defcioncies are citad, an appeoved plan of comastion |8 requis confinund

prograen partcipation.
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The facility must promote care for residents in a
manner and in an environmoni that maintains or
enhances each rosident's dignily and respect in
full recognition of his or her Individuality.

This REQUIREMENT is not met as evidenced
by:

Hased on ubservations, staff interview and
Gualty of Life-Dignity Policy review, the facility
failed fo respect residents’ dignity by not knocking
or waiting for a response to enter resident rooms
for two {2) of 37 Stage 2 ssmpled residents
(Residont #5 27 and £6).

The firdings include:

FORM APPROVED
CENTERS fOR MEDICARE & MEDICAID SERVICES ONB NO. 08380304
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AND PLAN OF GORRECTION IDENTIFIGATIIN NUMBER: A BULIING CONMPLETED
445075 B. YWNG 822612014
NAME COF PROVIDER OR SUPPLIER SYREET ADDRESS, CITY, STATE, 2P CODE ’
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x40 SUMMARY STATEMENT OF DEFICIENCIES i PROVIDET'S BLAN OF CORRECTION o8
PREFI {EACH DEFICENCY MUST BE PRECEDED BY FULL PREFIX {EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LEC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE oxte
DEFICIENGY)
F167 Right to Survey Resulis-Renrdily available
F 187 | Conlinued Fram page 1 F 167
The book was not ldentified as containing suvay The facility must make the results availablc for
results. . cxaminalion and must post in an aceessibie piace,
‘The Administrator posted signs o5 9/25/14 listing
On D/24/14 at 3:30 p.m., an Interview was where the most recent survey resulis are Incated
conducted with & resident coundl representative Residents affected:
{Resident #2), When asked if she knew the Resident #2 was provided the most yecenl gurvey
tocation of tha survay resulls report, she replled tesuls and was informed of the locntion of the survey
na. results by the administrator.
Residents potentially affected:
An environmental tour was conducted on 8/25/14 All restdents have the potential to be affected by this
8! 2:30 p.m. on all nursing units. During this tour, cited practice. The quality of life director/designee
thene were no obvious notices to residenis or will report to the resident council members the results
visitors indicating the Jocation of the survey report of the federal survey and location of the survey book.
book. Systemic mensures:
. The Administretor/desipnee The Administratar or
The above finding was brought to the attention of designee will conduct a watk through weekly x 8
the Administrator on 8{25’14 al 310 p.m., who wcckx_ to ensure the survey s'm and book is p@stcd
confirmed the lack of signs identifylng the location an In the designated srea. Any conceras identified
of tha survey results. with the survey book will be addressed immediately
F 241 | 483.15(a) DIGNITY AND RESPECT OF Faa1 4 reported to the sdministrator,
$5=D | INDIVIDUALITY Monitaring measgres:

The administrator will address concerns identified
with the survey book immediately and report them
monikty in QA x 2 months and upen gcourrence
thercafter. '

10/27/14:
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A, BULDING
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NAME OF PRUVIDER OR SUPPLIER

MADISON HEALTHCARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZIP COOE
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(X4} D SUMMARY STATEMENT OF DEFICIENCIES m PROVIDER'S PLAN OF CORRECTION on
BREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFX (EACH CORRECTIVE ACTION SHOULD BE CoMeLLTION
TAG REGULATORY OR LEC IDENTIFYING $HFORMATION) TAG CROSS-REFERENGED TO THE APPROPRIATE
DEFKENCY}
¥F241 Dignity and respect of Individuslity.
F 241 | Continued From page 2 F 24 The facility must promote care for residents in
a manner and in an environment that maintains
1} Resident #27 was admitted to the fagillty on or enhances each resident’s dignity and respect
1/3/06 with a past madical history thal included in full recognition of his or her individuality.
Resident affected:
rodety.
plaucoma and anxiety Rexident 827, #66 were interviswed by socia)
Review of the facility's policy entitied Quslity of mﬁéﬂb‘iﬁﬁm“ ’”;:::r“ﬁz"g:g;‘:;
Life-Dignity {no date), m\fealed undor bullet point otafl were in-serviced on 9/735/14.
numbsr §, "Resident’s private space &nd property Residents potentiaily affected:
shall be respectad at all times. Staff will knock All residents have the potential 1o be affected
and requast permission before entering residents’ by this citcd deficioncy. Staff wili be educated
room.” by the SDC/designee on knacking on resident’s
doors,
Duriag an observation on 9/23/14 at 10:27 a.m. Systemlc Measures:
and at 10:20 a,m., Dietary Staff #1 walked into The director of Nurslnyficsiglmc will educate
#27's room without knocking staff on knocking on resident's doors before
Resident 8 ) enfering, waitimg on a response, and
announcing who they aro. The Social Services
2} Resident #66 was admitted o the faclity on Drrector/desipnee will interview two residents
37143 with a past medical history that included refated 1o knocking weekly x 8 weeks. Any
Fracture at ©1-C4. concemns identified related to knocking will be
reporied to the asdministrator immediately. The
On 9/23/14 at 10:39 &.m, during the residenl administratar will address concerns related to
interview, an employee knocked on Resident ﬁucﬁ:ﬁ :mm:mtsly.
#86's door, openad it and looked in the rocm and unitoring changes: )
then closed the deer. The smployee did not wait ;1'(:1: Smm:[c ]Sa?;riu‘;:s é’ﬁi} ‘::]:h r:pnrt :
for a response from the r'esid?nt to enter the adm"i“nmmm weekly x 8 whs. Any concems |
room, nor did employee identify herself upon with knocking on doars will be sddressed
entering. immediately and discussed in monthly QA x 2
months and upon occurrence thereafter.
in an interview on 925714 with the Assistant :
Directar of Nursing at approximately 10:00 a.m,, 10/27/14
aha was asked what was the expedtation of staff
before sntering & resident's room. She repliad,
"Expect staff to knock on tha door prior to
entering and to infreducae themselves.”
E 256 | 483.15{(h){5) ADEQUATE & COMFORTABLE F 258
55= | LIGHTING LEVELS
The factity must provide adequate and
FORM TMS- 2587 [02-98) Previous Verslons Cbaolety Evert IDHORB1Y Facity 1: TNIGSE H continuation shoet Page 3 of 20
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CENTERS FOR MEDICARE & MEDICAID SERVICES OME NO, D033-0504
STATELENT OF DEFICIENCIES %1} PROVIDER/SUPPUER/CLIA, X2) MULTIPLE CONSTRUCTION (X3} DATE SURVEY
AND PLAN OF CORRECTION WENTIFICATION NUMBER: A BUALOING COMPLETED
445075 B, WING 08/26/2014
NAME OF PROVIDER (R SUPPLEER STREET ADDRESS, CITY, STATE, ZIP CODE

MADISON HEALYHCARE AND REHABILITATION CENTER

431 LARKIN SPRING RD
MADISON, TN 37118

comfortable lighting levels ir all areas.

This REQUIREMENT is not met as svidanced
by:

Based on observations and staff interviews the
facility failed to provide mechanisms to lum off
the light and exhaust fans in the resldent
bathrooms for eight (8) of 37 Stage 2 samplad
residents. (Room#s 3, B, 15,18, 29, 30, 31 and
32),

The findings include:

During inttial tour on 9/22/14 and room :
cbsarvations on 8/23/14, an on/off switch could
not be lecated for the following rooms: 3, 8,
15,16, 29, 30, 31 and 32.

On 9/23/14 at approximately 10:36 a.m.,
Licensed Practical Nurse #2 was asked how to
tum the bathroom Tights off in room 28, After
searching for a switch, she stated, "Lst me go ask
the maintenance guy." She confirmed no switch
was available.

On 823114 at approximately 10:38 a.m.,
Housekeeper #1 was asked how to fum the
bathroom Hghts cut in Room 28, she stated,
"There are none. The lights stay on all the tima. *

On 8/25714 at approximately 3:25 p.m. the Plant
Operationz Manager was acked how to tum the
bathroom {ights off, He repiled, "They hooked in
tha exhaust fans. Can’t tum them off.” When
asked if he could hear the exhaust fans, ha
replied, "Yes, some of them are pretty loud. *

Cn B/25/14 at approximalely 3:00 p-m.inan

10 SUMMARY BIATEMENT OF DEFICIENCIES i PROVIDER'S PLAN OF CORRECTION o6
é’riéﬁx (EACH DEFICENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECYIVE AGTION BHOWULD BE %m
TAG REGULATORY OR LS IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)
F 258 1 Continued From page 3 F 256

. to the bathroom lighting in TELS system monthly x 3

¥256  Adequate & Comforiable Hghting levels

The facility inust provide adequate and comfortable
lighting fevels in nll areas.
Residenis affected:
Resident room  lights were assessed by the
maintenance director for rooms: 3, B, 13, 16, 29, 30,
31, 32, The maintenance director/designes will install
a mechanism to fn ot and off to ensure adequate
lighting in each room.
Residents potentinily affocted: o
All residents have the potentisl to be affected by thiy
cited practicc. The maintenaxce diroctor visually
inspected all bathrooms in the fcility for lighting
and switeh. .
Systemic measures: ] o
The maintcnonce director/designee will visually
Inspect all rooms for adequate lighting in the
bathroom along with switches {0 tum them on l;y
16727/14. The maintenance directorfdesignee will
inspect lighting in bathroom monthly x 3 monaths and
report any concerns identificd o the administratar.
‘The maintenance director will log inspections refated

months,
Monitoring measuras:
The adminisirator will report in monthly QA

concerns identified during bathroam inspections %3
months,

10/27/14

FORM CL{S-2587(12-05) Previous Varsiors Obscles Evert ID:HORA
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DEPARTMENT OF HEALTH AND HUMAN SERVICES
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FORM APPROVED

extensive assistance of ona penson with personal
hygione. Review of Resldent #51's current care
plan dated 8/3714 revealed: "...Self-care
deficit-...assist with oral care as needsed. Report
changes to the nurse. He has dentures but does

CENTERS FOR MEDICARE & MEDICAID SERVICES QMB NO. (8380381
STATEMENT OF DEFICHENCIES (X1} PROVIDER/SUPPLIER/CUIA (%2} MULTIPLE CONSTRUCTION (%3} DAYE BURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A BUILDING COMPLETED

445078 B. WING 0912612014

NAME Of PROVIDER OR BUPPLIER STREET ADDRESS, CITY, STATE, 2P GODE

431 LARKIN SPRING RD
MADISON HEALTHCARE AND REHABILITATION CENTER MADISON, TH 3715
2410 BUMMARY STATEMENT OF DEFICIENCIES o PRCVIDER'S PLAN OF CORRECTION o)
PREFIX (EACH DEFICIENCY MUST DE PRECEDED BY FULL PREFIX (EACH CORRECTIVEAGTION SHOWR.G BE
TAG REGUIATORY OR LEC IDENTIFYING INFORMATION} TAG CROSS-REFERENCED TO THE APPROPRIATE pATE
DEFICIENCY)
F 286 | Continued From page 4 F 256
interview with the Administrator, she was asked
where the switch was for the resident's bathroom
light and exhaust fan, she repiied, | never seen
where you couldn’t tum the lights off before "
FF 282 | 483.20(k){3){}1} SERVICES BY QUALIFIED F 282
$3=0 | PERSONS/PER CARE PLAN F282  Services by qualified persons/per care
The services provided or ewranged by the facility plan
must be provided by qualified persons in The services provided or ed i1
amranged by the faciliyy
accordance with each resident’s written plan of Ut b pmvi!:ied by qualificd persons in sccordance
care. with each resident’s writien plen of care.
Residents affected:
Resident's #51, #63 oml care was pravided by
This REQUIREMENT 5 not met sa evidenced Certified Nursing Assistant immediately that day.
by: Restdents potentinliy affect;t!l: e afficted by thi
Based on observation, recerd review, sesident Ali residents have the potentisl to he affected by this
and staff interview, the facility failed to provide ;’Mw%%“'ug?wﬁmﬁﬂ&?zgﬂm
oral care according to the care plan for two (2) of Svstemc measures '
37 Stags 2 sampled residents {Residenl #s 51 ﬂﬁ DON!Dcsiguec‘wiIl educate Certified Nursing
and 63). Assistance on oral ¢are. The DON/designee will nudit
$ residents omi care weekly x 8 weeks. Residents
with oral care conducted less than deily will be
The findings Include: addressed immediately with staff and remedial
tralning provided. The DONfdesignes witl report to
the administrators concerns identified in her suditof
1) Resident #51 was admitted on 12/2810 with oral care. -
diagnoses of Muscle Weakness, Psychosis, Monitoring measures:
Prusitic Disorder, Major Daprassive Disorder with . ,
: 1 2
Peychotic Behavior, and Eczema. Review of his The :f"““"“’““’"_:l""'ﬁ‘;;’;’: ::]“m“;{c QA x
most recent Minimum Data $et (MDS) dated OMEs concerms den :
7/814 revealed the resident scored 15 on his
Brief inferviaw for Mental Status (BIMS), which 7/14
indicated he was cognitively intact, and required 10/2

FORNK CAS-26067(172-90] Privous Versions Otrwoloto

Evart iD:HORBT

Favilty iD: THimS

It continuatan shaet Pago 58 20



DEPARTMENT OF HEALTH AND HUMAN SERVICES
__CENTERS FOR MEDICARE & MEDICAID SERVICES

STATEMENT QF DEFIGENCIES
AND PLAN OF CORRECTION

PRINTED: 10/07/2014
FORMAPPROVED
OMB NO. 0938-0391

XN PROVIDER/SUPPLIERIGEIA
DENTIFICATION MUMBER;

445075

(X2) MULTIPLE GONSTRUCTION

A BLILDING

() DATE SURVEY
COMPLETED

B, WIHG

08/2812014

NAME OF PROVIDER OR SUPRLIER

MADISON HEALTHCARE AND REHABILITATION CENTER

STREET ADDRESS, CITY, STATE, ZF CODE
431 LARKIN S8PRING RD
MADISON, TN 37115

(X4 10
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
{EACH DEFICIENCY MUST BE PRECEDED BY FULL
REGULATORY OR LEC IGENTIFYING INFORMATION)

18]
TAG

PROVIDER'S PLAN OF CORRECTION [P}
{EACH CORRECTIVE ACTION SHORD BE
CROSS.REFERENDED TO THE APPROPRIATE DATE
DEFICIENGY}

F 282

Continued From page &
not use them ..°

During ohservalions on 923714 at 9:55 a.m., and
again o 8/25/14 at 11:35 a.m,, Resident #51 was
chserved to have no nalural testh, and no
dentures In place.

Buring an Interview with the resldent on $/25/14
at $:35 a.m., he confirmed ha did not have
dentures. When asked if staff provide oral care by
rinsing his mouth out or uging swabs {o clean his
mouth, he replied, "No- they don't do amything
with my mouth,”

Buring an interview conducted 9724714 at 3:40
p.m., Certified Nureing Asaistant (CNA) #1
confimied she provided oral care to Resident
#51. She stated, "l use swabs to clean his mouth
whan | coma in on my shifi, and efter supper.”
When asked where she documented the care
she provided, she pointed to the kiosk on the wali
and said the Director of Nursing (DON) would
have to print off a sheat showing where care was
recorded.

During an interview with CNA #2 conducted
9728144 at 11:30 a.m., she confimned she
assisied Resident #51 with orsl care. She stated,
“We give hiry mouth wash to swish his mouth
out.” When asked where care provided to the
residents is documsnied, she stated, "When we
do care we chast it In the Kiosk Computer on the
wall. We document alt care thal we do ™

Review of the kiosk care tracker log provided by
the DON on 9/25/14, revealed oral carg had been
provided for Resident #51 only five (8) of the fast
20 days.

F 282

FORM CM3-2568T(02-99) P
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¥ 282 Continued From page 6 F 282

2) Resident #83 was admitted Lo the {acility on
212312 viith diagnoses of Depressiva Disorder,
Musde Weekness, Ostecasthrilis, Senile
Dementia with Delusional Depressive Features,
and Coenstipation. Review of the most recent
MDS dated 7/10/14 revealed the resident had 8
BIMS score of threa (3), which Indicated tha
residert had severe cognitive impalrment, and
required tolal assistance of one (1) person with
personal hyglene. Review of Resldent #63's
current care plan daled 1/20/14 revaaled, "...)
need routine oral care.. provids mouth care as
per ADL (activities of dally [iving) personal
hygiene.” Review of the care kardex used by the
CNAs revealed, " Resident has his own teeth.
Cue fo brush feeth. *

Resident #63 was observed on 9/23/14 at 455
p.m., and again on 8/24/14 at 4:00 p.m,, to have
brown colored debris around his natural teeth,

Purng an interview conducted with CNA #1 on
8/24/14 at 3:40 p.m,, she conflrmed Resident #83
has his natural teeth. She further revealed she
had to set up the residents oral care supplles and
provide cues for the resident to brush his teeth,
and the resident petfanmed his own orat cars.

Quring an interview with CNA #3 conducted on
8/25/14 at 1:25 p.m., she revealed she performs
oral care for Resident #53 one (1) time on her
shift; afler lJunch, She added she documented
care she provided In the Kiosk.

Review of the kiosk care tracker log provided by
the DON on 9/25/14 revealied Resident #63 had
only received oral care during 14 of lhe fast 20

days.
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55=p | HIGHEST WELL BEING

Each resident must receive and the facility roust
provide the necessary care and servicas to atiain
or maintain the highest practiceble physical,
mental, and psychosociaf well-being, in
accordance with the comprehensive assessment
and plan of cara.

This REQUIREMENT Is not met as evidenced
by

Bassd on observation, faddlity documentation
review entitied “Wound Care Protocols”, tha
facility failed to perform wound care In a manner
to promote wound healing for one (1) of 37 Stage
2 sampled residents (Resident #58).

The findings included:

Review of facility documentation entitted, Wound
Care Protocols revised 2010 revealed the
following under procedures, "3, Wash hands...4.
Prepare a clean field. B. Open sterile dressings
and supplies using clean technique. Place them
on the clean field. 8. Put on daan gloves and
rermoved solled dreasing and discard immediately
in plastic bag. Remova gloves, place in plastic
bag. 7. Wash hangs. Put on a pair of clean
gloves."

FORM APPROVED
CENVERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0038.0384
STATEMENT OF DEFICIENCIES £41) PROVIDER/SUPPLIER/CLIA MULTIPLE CONSTRUCTIO 3 URVEY
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F 282 Continued From page 7 F 282
During an Interview conducted with the DON on
872614 at 3:00 p.m., she revealed she expecied
oral care to be completed at isast one {1) time &
day.
F 300 | 483,25 PROVIDE CARE/SERVICES FOR F 308

F 309 Provide Care/Services for highest well
being

Each resident must receive and the facility must
provide the pecessary care and services to aliain or
maintain the highest practicable physicsl, mantal and
psychosocinl wellbeing, in aecordance with the
comprehensive assessment and plan of care,
Resldents affected:

Resident #53 waz assessed hy signs and symptoms of
infection. None noted.

Residents potentinlly affected:

All restdents have the potential 1o be affected by this
cited practice, The treatment/wound wire numse was
educated on demning gloves and washing hands prior -
to performing wound care.

Systemic mexsures:

The DON/designee will educate licensed staff on
washing kands snd dosining gloves, The
DONYdesignee will ohserve 2 treatments weekly x 8
weeks for proper hend washing and donning gloves.
Any conceros jdentified with washing hands/donning
gloves will be addressed immediately and corrected.
Monitoring Change:

The DON/designee will report to the adminisirators
concerns Identified with washing hends/donning
gloves weekly. The administrator will review and
discuss in monthly QA x 2 months and upon
occurrence theseafler,

10/27/14
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g8=D | DEPENDENT RESIDENTS

Aresident who ts unable to camy oul activities of
datly living receives the necessary services to
maintain good nutrition, grooming, and personal
and oral hyglené.

This REQUIREMENT ia not met as evidencad
by:

Rased on observation, record review, resident
and staff interview, the facility felled to provide
daily oral care far two (2) of 37 sampled resldents
{Resident #s 51 and 63).

The findings include:
Cross refer to F282

1) Resident #51 was admitted on 12728110 with
diagnoses of Muscle Weakness, Psychosis,

CENTERS FOR MEDICARE & MEDICAID SERVICES FORM APPROVED
STATEMENT OF DEFICIENCIES pr— DMB NO. DB3A-HIGY
AND X AN OF CORRECTION v Iﬂﬁmum”ﬂ.ﬂ :wwmuweﬂ; () MULTIPLE CONSTRUGTION (53) DATE SURVEY

A BUILDING COMPLETED
445075 BNG
- OB/26/201
NAME OF PROVIDER OR SUPPLER STREET ADDRESS, CI7Y, 5TATE, ZIP CODE SIS
MADISON HEALTHCARE AND REHABILITATION CENTER 431 LARKIN SPRING RD
MADISON, TN 37116
D SUNMARY STATEMENT
F?:I‘E)FD( mmmcaawc; mma&o:noge%g%rwﬂu pn?mx %ﬁaﬁmﬂm commenon
TAG REGULATORY OR L5C IDENTEF\'INO INFORMATIDN) TAG CROSS-REFERENGED TO THE APPROPRIATE DATE
DEFICIENCY)

¥ 309 | Continued From page B Fan0
An observation of wound care for Resident #58
was parformed by Licensed Practical Nurse
(LPN) #3 on 8/25/14 ot 10:15 am. LPN #3
performed saveral tasks, then at 10:32 a.m. she
denned a pair of gloves sfier washing her hands,
With the same ploves, she lifted the resident's
iegfioot, placed a protactive barrler under both
{aet and cut the solied gauvze off the resident’s
oot with sclssore. She proceeded o perform the
troatment to the resldent's fool without changing
gloves or washing her hands,

£ 312 | 483.25(a){3) ADL CARE PROVIDED FOR F 312

F312 ADL care provided for Dependent
tesidents

A resident who !s unable fo carry out
activities of daily [ving receives thtaul
necessary services to maintaln  good
nutrition, greoming and personat and oral |
hygisne.

Residents nlfected:
Resident’s #51, #63 ansl care was provided by
Certified nursing asststant immediatefy that day.
Residents potentiolly affecied: |
Al residents have the potenitial to be nffected by this
cited practice, DON/Desigace will canduct education i
for certified nursing assistance related to osal care. l
it measnres:
The DON/Designee will edueate Certified nursing ’
assistanoe on oral care, The DON/designee witl audil !
5 residents ol care weckly x 8 weeks, Residents :
with ota] care conducted loss than daily will be i
addressed immediately with stafT and remedial
training provided. The DON/designee will report to \
the administrators cancerns Identified in her audit of
oml cure. '
Monitoring measures: The edministrator will
report in monthly QA x 2 months concems
jdentificd with oral care.
!

10/27/14
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F a2

Continued From page 9

Pruritic Disorder, Major Depressive Disorder with
Psychotic Behavior, and Eczema. Review of his
most recent Minimum Data Set {MDS) dated
718114, revealed the resident scored 15 on his
Brief Interview for Meontal Status {BIMS}, which
indicated he was cagnitively intact, and required
axtensive assistence of one person with personal
hyglense, Review of Resldent #51 's medical
recond revealed he had a solf carg deficit and
needed asisiance with oral care.

F312

During cbservations on 5/23/14 at 8:55 a.m,, and
again on B/25/14 at 11:35 a.m., Rasident #51 was
observed to have no natural teath, and no
dentures in place.

During an inferview with the resident on 9/25/414
at 11:35 a.m., he confirmed he did nof have
dentures, When asked if staff provide oral care by
finalng his mouth out or using swabs lo clean his
mouth, he replied, "No- they don’ t do anything
with my mouth.”

Review of the kiosk care tracker log provided by
the Director of Nursing (DON) on 9/25/14,
documented oral care had been provided for
Resident #51 on five {5} of the last 20 days,

<) Resident #63 was admitted to facility on
2123112 withy diagnoses of Depressive Disorger,
Musde Weakness, Osteoarthyitis, Senils
Dementia with Dalusional Deprassive Features,
and Constipation, Review of the most recant
MODS dated 7/10/14 revealed the resident had a

rmucummm.mmuwmm Eveet iD: HORB14
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F 328
58=0

Conlinued From page 10

8IMS score of 3, which indicated the resident had
savere cognitive impairment, and required total
assistance of one (1) person with personal
hygiene. Review of Resident #53's current care
plan revealed, *...| need routine orat
care...provide mouth care as per ADL {aclivities
of daily living) personat hygiene.." Review of
Resident #33's medical racord revealed he
required cueing to brush his feeth.

Resident #83 was observed on 8/23/14 at 4:55
p.m., and again on 9/24/14 at 4:.00 p.m., to have
brown colored debris around his naturat teeth.

Review of the kiosk log provided by the DON on
8/26/14 revealed Resident #83 had recefved oral
care on 14 of the last 20 days.

‘Raview of Ihe facility’s policy entitied, "Oral

Hygiene” with no effective or revised dale, did not
revanl how often oral care should be provided {o
the residents of the facifity.

Puring an interview conducted with the DON on
972514 at 3:00 p.m., she revealed she expacted
oral care to be complated at least one (1) ime &
day.

483.25(k) TREATMENT/CARE FOR SPECIAL
NEEDS

The faclity must ensure that residents receive
proper treatment and care for the following
special services:

Injections;

Parenteral and enteral fluids;

Fat2

F 328
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F 328 Continued From page 11 Faz8

Colostomy, urelerostomy, or lleostomy care;
Tracheostomy care;

Tracheal suctioning;

Respiratery care;

Foot care; and

Prostheses.

This REQUIREMENT is not met as evidenced

by

Baged obssrvation, staff Interview and policy
documentatlon review entitled "Oxygen
Therapy-Concentrator®, the facility failed to
maintain resldent Oxygen equipment in a manner
to prevaent contamination that can cause
infections, The deficlent practice affects one (1)
of 37 Stage 2 sampled residents (Resldant #51),

The findings include:

On 9/25/14 at approximately 2:30 p.m., the
enviranmental tour was conducted with the
Director of Maintenance. An oxygen concentrafor
was observed i room #23 next to Resident #51's
bed. The fiiter on the oxygen concantrator was
noted to be encrusted with a white dust like
matesfal.

Whan the Director of Nursas {DON} was
queshoned about this observation, on 5/25/14 at
4:00 p.m. she said that the oxygen concentirators
are monitored on a waekly basls and cleahed as
needed.

{Oin 825114 at 4:30p.m., the Oxygen Tharapy -
Cencentrator policy (effective 12-2010} was
reviewed. The policy did not indicate specific
guidance for cleaning and/or replacing Oxygen
concentrator filters.

F328 TreatmantCate for special needs

The faciiity must ensure that residents receive |
proper treatment and care for the following
services: [nfections

Resident affected or potentally affected:

The concentrator filter in Room #23 was
cleaned. Al residents that use a oxygen
concentrator have the potential to be affected,
The malntenance director/tesignee cleansd the
oxygen concentrator filters in the facility,
Systomic changes:

The mairtenance director/designes will clean
the filters to the oxygen concemtrators weekly.
The maintenance director/designee will provide
g list to the administrator of the oxygen
concentrators in the facllly weekly x 8 wks that
filters were cleaned. The administrator wil!
conduct a weekly audit after receiving the list on
oxygen -concenlrators fo visualize filler for)
cleantiness x 8 wks. Any concems identified wiil |
be gorrected immediately with the filfers. I
Monitoring measures: i
The administrator will report concems identified|
with tha oxygen concentrator fiters to the
monthly QA x 2 months and upon cccumence
thereafter,

10/27/14'
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F 332 | 483.25(m){1} FREE QF MEDICATION ERROR F 332
558D | RATES OF 5% OR MORE
The facilify must ensure that it is free of

medication error rates of five percent or greater.

This REQUIREMENT is not met as evidenced
by;

Based on observation, ciinical record reviews
and staif Interviews, the facllity faited lo
sdminister medications to residents without
Incuring a medication error rate of 8% (2 errors
out of 25 opportunities). Medications were
obssived being passed on four (4) halls by four
{4) nurses to two (2) of nina {9) residants.
(Resident #s 54 and 85. '

Fhe findings Include:

1) On 9/24/14 at 1:54pm, during the medication
pass observation for Resident #54, Registered
Nurse #1, poured and administared Sensipar
30myg {milligrams).

Review of the Seplember 20114, Physlcian's Order
sheet revealed, Sensipar 30mg tablet, 1 tablst
orally daily at 2 p.m. with food (take with
120mg=150mg). RN #1 only administered the
150 mg tablet, omitted the 120 my tablat and
administered the medication without food,

In an interview on 9/25/14 at 4:26 p.m.with the
Assistant Director of Nursing, she stated that she
was unable to determine why Sensipar 120mg
was not given. She also slated that it wouid be
considered a medication emor.

. F332 Free of medication error rates of 5% or

mors

Tha facllity must ansure that it Ia free of

medication eror rates of five percent or'
groater,

Resident affected: .
The NP was nofified for Resident #54 with no’
new orders. The hapatin was given to resident ’
#395 using the correet syringa. '
Residents potentlatly affected: }
All rasldents have the potential to be affected by °
this cited practice. The DONidesignee will !
educate licensed staf on  medication

adminlstration. :
Systemic changes: {
The ODON/designee will educats slaff on!
medication adminisration. The SDC/ldesignes!
will  complete  Medication administration’
competencles on licensed staff. The phamacist!
along with the DONidasignes will review the)
licensed nurse results afiar the compstency has

been compleled. Any concems identified with!
madication administration will be addressed and

comected immediately. The SDC/designee will:
report findings to the DON and administrator
weekly x 8 wks.

Moenlioring measures: ,
The administrator will report findings relsled to!
medication administration to the QA committee x
2 roriths and upon occumrence theraafler,

10/27/14
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Confinued From page 13

2) On 824114 a1 3:18 p.m. durlng the medication
pass observation of Resident #85, RN #2
removed a 100 unit-graduated Insulln syringe
from the medication cart and cleansed the
injection post of the Heparln vial with an alcehol
pad. She injscted sir into the via! and withdrew
the Heparin from the vial, She filled the entire
syringe with Heparin, When asked how much
was in the syringe, she stated, "That's 1m!
(rnlililites} in the syringe.” She also staled, “These
are the only syringes that we have svailable to
glive the sub-q injeclions.”

Review of the Seplember 2014, Physician's Order
sheel read, Heparin 50,000 units/10ml; inject 1ml
sub-q (subtutaneous) three fimes dally.

On the same day at 3:32 p.m., RN #2 refumed {o
the cart with the Assistant Director of Nursing
{ADON), The ADON examined the syringe with
this writer. She agreed that the wrong syringe
was used to withdraw the Heparin, When ashed
how much Heparin was in the Inaulin syringe, she
septiad that she did not know because the wrong
gyringe was uaed, .

483 25(m){2) RESINDENTS FREE OF
SIGNIFICANT MED ERRORS

The facilily must ensure that residents are free of

any significant medication errors.

This REQUIREMENT is noi met as evidanced

by: :
Based on obeervation and ataff interview, the

facitity faifed to ansure that Resident #85 was froe
from a significant error of administering the wrong

F 332

F333
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observation for ane (1) of 37 Stage 2 sampled
residents.

Tha findings inchude:

1) On 9/24/14 at 3:18 p.m. during medication
pass observation of Reeident # 95, Registered
Nurse (RN) #2, removed a 100 unit-graduated
insulin syringed from the medication cart and
tleansed the Injection port of the Heparin vial with
an alcohal pad, She injected air into the vial and
withdrew the Heparin from the vial. She fllled the
antire syringe with Heparin. When asked how
much was in the syringe, she siated, "That's Tml
{miliiliter) In the syringe.” She also atated, *Thesa
are the only syringes that we have available to
give the sub-q injactions.”

Review of Ihe Septarber 2014 physiclan's order
sheet revealed an order for, Heparin §0,000
units/10mi; inject 1ml sub-g (subcutaneous) three
fimes daily.

On the game day at 3:32 p.m. RN #2 returned to
the cart with the Assistant Director of Nursing
(ADON). The ADON examined the syringe with
this writer. She agreed that the wrong syringe
wals used to withtdraw tha Heparin. When asked
how much Heparin was In the insulin syringe, she
replied that she did not know because the wrong
syringe was used.

In an interview on 9/25/14 al approximately 10:00
a.m with the ADON, whan asked what was the
expecied practice for ¥icansed nurses to give an
Infection to a residani, she repiled, "Pick an
apbropriste site; appropriate needle size; dean
sita prior to administration.”

STATEMENT OF DEFICIENCIES X%} PROVIDER/SUIPPLIERIGLIA £X2) MULTIPLE CONSTRUCTION [X31 DATE BURVEY
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333 | Continued From page 14 F333
dosa of Heperin during medication pass

£333 Resldents froe of significant med arrors

The facility must ensure that resldents are
frae of any significant medications errors

Rosldent affertad:
The heparln was given to resident #95 using ihe
correct syringe.
Residents potentially affectod:
Al residernts have the potentlal to be affected by
this cited practice. The SDCl/designee will;
educate licensed staff on  medication
administration.
Systemic changes:
The DON/designee will educate staff oni
medlcation administration. The Sl:}(:»'designeai
wil complele Medicalion administnation
competencies on licensed staff. The pharmacist’
along with the DON/dasignee will review the!
llcensed nurse results after the competency hasi
bsen completed. Any concems klentified with,
medication administition will be addressed and
corrected Immediately. Tha DON/designee will
raport findings to the DON and administrater
wooRly x 8 wks.
Monitoring measures:
The administrator will report findings related lo
medication adminisiration {o the QA committee x
2 months and upon occurrernica thereafter.

!

[
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The facility must employ or obtain the aervices of
a licensed pharmacist who establishes a system
of records of receipt and disposition of all
controfled drugs in sufficent detail to snable an
accurate recanciliation; and determines that dnxg
records ara in order and that an atcount of all
comrolled drirgs is maintained and periodically
reconciled.

Drugs and biologicals used in the facility must ba
fabeled In accordance with currently accepled
profagsional principles, and include the
apprupiiate accessory and cautionary
instructions, and the expiration date when
applicable.

in accordance with State and Federal laws, the
facility must store ail drugs arxd blologicals in
Ilocked compariments under proper lemperalure
contrels, and permi only aulhorized personnel to
have access {c the keys.

The facllity must provide soparetely locked,
permanently affixed compartments for storage of
controlled drugs listed In Schedule |l of the
Comprehensive Drug Abuse Pravention and
Contro) Act of 1976 and other drugs subject to
ahuse, except when the facility usss single unit
package druy distsibition systems in which the
quartity stored [8 minimal and a missing dose can

Blologicals.

Drugs and biologicals used in the facility

must be jabeled | axcordance with cumendly
accepted professional principles, and includs I
appropriate accessary and cautionary .
instructions, and the expimtion date when

applicable.

Resldents affected or potentially affected: |
All medications were disposead of i
immadlately after obsarvation, All resigents
have Ihe potential to be affected by this cited
practice. The DON/designee will educate
ficensed staff on disposing explted drugs
ancs removed from cart or tuming inte DON

for pharmacist destruction.
Systemic changes:

The DON/deslgnee will edurale all licensed
slaff to destroy or tumn in expired drugs on
‘cart. The phamaacist will provids o the DON
monthly a report of medication rooms and
carts that explred drugs were ohserved on
prior to their departure monthly x 3 months

Monitoring measures:

The DON will repeit to ihe administrator :
concermns ldentified with pharmacist repor or
ohservation during med pass any expired
drugs left in cart. The administrator will report
in monthly QA explired drugs left on cartx 2
manths or upon occcurrence thersadter,
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Heparin is an anticosgulant (blood thinner) that
prevents the formation of blood clols and can
cause bleeding episodes while being used and
for several weeks aRer it has been stopped.
F 431 483.80(b), (), (e} DRUG RECORDS, F 431
s5=¢ | LABEL/STORE DRUGS & BIOLOGICALS F431 Drug Records LabeliStore Drugs &
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ba readily detected.

This REQUIREMENT is not met as avidenced

Based on observation, staff interviews and Policy
Ravisw entitled “Medication Storage, Storage of
Medkeation”, the facillty feiled to ensure that
axpired medications were disposad of after the
expiration date for two (2) of four (4) medication
carta,

The findings incluge;

Review of facility documentation entitled,
Madication Slorage, Storags of Medication dated
8/2010 reads, Outdated, contaminated,
discontinuad or datetiorated medications and
thosa in containers that are cracked, soiled or
withoul secure cosures are Immedlately remaved
from slock, disposed of accerding o procedures
for medication disposal ... "

On 924114 at approximalely 4:32 p.m,, the
{following itermna were observed on the North Hall
Medication Cart with an expiration date of
830/14:

't) Ipratropium Bromide 0.5mg {mikigrams) and
Albuterol Suifate 3 mg Viaels: 6 pouches with 5
sterle unit-dose vials; 1 oponsd pouch with 4
sterile unit-dose vials; 1 pouch with 2 sterils
unit-dose vials

. M 1 Heparn Solution 5,000untts/10m1 {milliliters)
i mulh-vial dose boitle with po date open.

During it obsapvebon, Registured Nurss (RN}

i
I

|
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#2 confirmed that the |pratropium Bromide 0.5mg
(miliigrams) and Albutero! Sulfate 3 mg Viels were
expired and that the Heparln Solution did hot
have a date open displayad, When asked how
loryg opened botties are to be kept on the cart,
she replied, "it's kept for 30 deys or 6l its used. *

The following itams were obsesved on the South
Hall Medication Cart after their expiration date:

3} Two biister packs of Tramadol HCL
{hydrochloride) 50 mg tablets with an explration
date 5121714 and 11114,

During the observation, RN #1 confirmed that the
Tramado! biister packs were expired.

Al expired medications were immodiately
disposad of after observation,

F 441 | 48385 INFECTION CONTROL, PREVENT
55=p | SPREAD, LINENS

The facility must establish and maintaln an
Infection Control Program dasigned to provide a
safe, sanitary and comfortable environment and
to help preven! the development and transmission
of disease and infection.

{g) Infection Contro! Program

The Facility must establish an Infection Control
Program under which it - .
(1) Investigates, conlrols, and prevents infactions
in the facility;

{2) Decides what procedures, such as isolation,
should be applied to an individual resldont; and
(3) Maintains a record of incidents and comrective
actions related to infections.

F 431

F 441
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{b) Preventing Spread of Infection
{1} When tha Infecton Conftrol Program

determines that a resldent needs isolation i F441 Infection control, prevent spread,

- finens
?revent the spread of infection, the facility must The facility must establish and maintain an
isolaie the resident. infection control program designed to provide.
{2) The faclfity must prohibit employees withe a sofe, sanitary and comfortable environment’
communicable disease o Infected sidn lesions and to help prevent the development and
from direct contact with residents or thelr food, if :;ﬂn?;“l?*ih“ of dﬁw&e and Infection.
direct contact will ransmit the disease. esident affected: .
{3) The faciiity must require staff to wash thelr Rcsndlc;t #D:E “?SW by 5‘%:; ord
hands aftor ooch duc retdant oor e or T s potentally aocteds
hand washing is indicated by stuepted All residents have the potential to be affected by
professionat practics. this cited practice. The nurse wos educated on |

changing gloves and washing hands prior to

{c) Unens medication atministration. !
Parsonnel must handie, store, process and Sysiemic measures: !
transport fingns 8o as to prevent the spread of The DON/designes will educate licensed staff oni
infection. washing hands and donning gloves, The

DOR/designee will observe med pass weeklyx 8
weeks for proper hand washing and donning
gloves. Any concerns identificd with washing
hands/donning gloves will be addressed i

This REQUIREMENT is not met as evidenced immediately and corrected.
: Monitoring Change: :
Based on observations, staff interviews and The DON/designes will repait to the :
faciltty policies review entitied *Medication administrators concerns identified whln‘.vashins :
Administration Sucuteneous and Handwashing hands/dorning gloves w;c.kly. The administrator |
and Uss of Gloves", the facility fafled fo provide will revicw and discuss in monthly QA X2 ‘

care in a manner that prevented the potentla!l months and upon occUTencs thereafler,

spread of infection by washing hands at ihe
appropriate times for one {1} of four (4} sampled 10/27/14
residents during medication pass observaton. :
{Resident #85).

The findings included:

Review of facility documentation entitled
Medication Admnistration Subcutaneous dated
/2040 reads, "3, perform hand hygiene 7. put on
gloves.”
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Review of facility docuimentation entitfed
Handwashing and Use: of Gloves dated 12/2010
reads, "hand washing will be performed before
and after residert care is rendered and after
handing contaminated articles.”

During the medication pass observation on
0/24/44 the following was observed:

1) At 3:13 p.m. while withdrawing the Heparin
solution from the mufti-dose boltle, Registered
Nursa (RN} #2 toushed the innar plunger with her
unsanitized hand.

Al 3:38 p.m. RN #2 entered Resident #95's room.
She did not sanitize hands prior to entering of
once inside the room. She administered the
resident’s njection without gloves.

At 4:15 p.m. RN #2 washed ber hands, donnad
gloves, louched the madication cart, reached info
her pocket and remaver tissue, then dleaned
noseffacae. She walked into the resident's room
and cloansed the bed side table with packaged
Super Sani-cloth {a germicidal disposable wips).
Without removing her tioves, she exited the
rocm, cpened the medication cart, removed a
small alcohol packet and cleansed has
stethoscope. She ne-entered the room and placed
tha bagged items on the bedside table before
removing her gloves and washing her hands.

1n an interview on 9725/14 al approximately 10:00
a.m. with the Assistant Director of Nursing, when
asked, "when do you expect staffto sanilize
hands?" She replied, "Before contact with
patient”
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